Background: Different strategies have been used to improve the initiation and duration of breastfeeding. Peer counsellors are reported to improve exclusive breastfeeding levels, but few studies have assessed the satisfaction of women with the support given, especially in Africa. In this paper we describe women's experiences of peer counselling for exclusive breastfeeding in an East African setting. Methods: In the Ugandan site of PROMISE-EBF, a multi-centre community randomised trial to evaluate the effect of peer counselling for exclusive breastfeeding on infant health, 370 women in the intervention arm participated in a study exit interview. Individual peer counselling was offered to women in 12 of the 24 study clusters, scheduled as five visits: before childbirth and during weeks 1, 4, 7 and 10 after childbirth. During the visits, the women were given information and skills to help them breastfeed exclusively. After the 10-week visit, they were interviewed about their feelings and experiences related to the peer counselling. Results: Overall, more than 95% of the women expressed satisfaction with the various aspects of peer counselling offered. Those who had received five or more visits were more likely to give positive responses about their experience with peer counselling than those who had received fewer visits. They explained their satisfaction with time spent with the peer counsellor in terms of how much she discussed with them. Most women felt their knowledge needs about breastfeeding were covered by the peer counsellors, while others expressed a desire to learn about complementary feeding and family planning. Attributes of the peer counsellors included their friendliness, being women and giving support in a familiar and relaxed way. Women were positive about the acquisition of knowledge and the benefit to their babies from the peer counselling. They preferred a peer counsellor to a health worker for support of exclusive breastfeeding because of their friendly approach.
Background
The critical importance of exclusive breastfeeding for child survival has continued to be highlighted [1, 2] . In Africa, almost all mothers breastfeed their infants, but exclusive breastfeeding for the first six months of life is rare [3] [4] [5] [6] . In the recent Maternal and Child Undernutrition Lancet series, it was reported that in Africa only 47% of infants younger than two months are exclusively breastfed [7] . This was reported to drop to 25% in those aged 2-5 months, and that 6% of children aged 6-11 months had stopped breastfeeding [7] .
The widespread use of prelacteal feeds, as well as early introduction of complementary foods with low energy density before the recommended six months, has been reported in a number of sub-Saharan countries including Uganda [3] [4] [5] [6] [8] [9] [10] . In addition, the risk of HIV transmission from mother to infant through breast milk is twice as high with mixed feeding as it is with exclusive breastfeeding [11] [12] [13] [14] . Therefore, there is a continued need to search for practical, acceptable and affordable ways to help mothers to breastfeed exclusively in the African setting, not only among the large majority of mothers who are not HIV infected or have unknown status, but also among HIV infected mothers living in situations where replacement feeding is not affordable, feasible, acceptable, sustainable or safe (AFASS) [15] . Widespread societal support for exclusive breastfeeding is a prerequisite for HIV-infected women not to be stigmatised by rigorous application of exclusive breastfeeding in non-AFASS situations.
In Mbale District in Eastern Uganda, breastfeeding is almost universal among women, but exclusive breastfeeding is not commonly practised [6] . The use of prelacteal feeds is widespread, with more than 50% of babies receiving them. The most common reasons given for this practice were waiting for the breast milk to come in, satisfying the baby's hunger, cleaning the baby's throat or allowing the mother to recover from the pain and exhaustion of delivery [6] .
It has been reported that improved levels of exclusive breastfeeding are supported by peer counselling and that supported mothers appreciate the benefits of the approach [16] [17] [18] [19] [20] [21] [22] [23] . Most of these peer support interventions have been carried out in high income or Asian settings [16, 18, 19, 21, 22, [24] [25] [26] [27] with very little experience reported from the African setting. In many of these interventions, contact between the mother and peer counsellor has been by telephone, with minimal face-toface interaction.
The use of peer counsellors to support exclusive breastfeeding presents a potentially acceptable and practical way to help mothers to breastfeed exclusively. However, few studies have evaluated the perceptions and feelings of supported mothers about peer support. The few that have explored this aspect have reported positive attitudes [28, 29] . Many mothers supported by breastfeeding peers reportedly valued the social support provided by the peer counsellors highly, in addition to the practical or technical support and information they received [30] . They appreciated the friendly, non-dogmatic and non-didactic approach used by peer counsellors [30] .
In this paper, we describe the experiences of the supported mothers towards individual peer counselling for exclusive breastfeeding in an African setting. We report on data from a sub-study done at the Uganda site of the PROMISE-EBF study, using both quantitative and qualitative information. PROMISE-EBF is an acronym for: Promoting Infant Health and Nutrition in Sub-Saharan Africa: Safety and Efficacy of Exclusive Breastfeeding Promotion in the Era of HIV. It is a multi-centre, community-randomised controlled trial in French speaking Burkina Faso in West Africa, Uganda in East Africa, Zambia in Central Africa and South Africa, with the major objective of assessing the impact of peer counselling for exclusive breastfeeding on exclusive breastfeeding rates and on child health in Africa (clinicaltrials.gov no: NCT00397150). The main study outcomes will be reported elsewhere.
Methods

Study site
The Uganda site for the PROMISE-EBF study is Mbale District, Eastern Uganda, about 230 kilometres from the Ugandan capital, Kampala. The study, carried out from September 2005 to June 2008, was undertaken in two of the seven administrative units of the district called counties: Mbale Municipality, and the rural Bungokho County. Mbale Municipality houses the district administrative offices and has approximately 10% of the district population [31] of about 720,000. It is surrounded by Bungokho County. Most of the population are subsistence farmers who predominantly grow food crops for home consumption, but sell the surplus in the nearby markets and trading centres. A few cash crops such as coffee and cotton are grown on a small scale.
A number of people have migrated to Mbale Municipality from the surrounding areas in search of work and better living conditions. Most of these, with minimal or no formal education or specific skills, have settled in the informal settlement areas of the municipality where overcrowding is rife. Many of them provide manual labour in the few factories within the municipality or do petty jobs in the business section, while some carry out petty trade activities for survival within these informal settlements. The majority belong to the Bagisu ethnic group who use Lumasaba as their main language, but there are minority ethnic groups -Iteso, Baganda and Bagweri -who speak different languages, but are usually able to understand Lumasaba.
Study design
The Ugandan part of the PROMISE-EBF study was carried out in twenty-four clusters drawn from the two counties. Each cluster consisted of one to three villages, depending on the village population size. Each cluster had an estimated population of around 1000, so given a birth rate of 3.5% the expected number of babies born per year in each cluster was 35. The 24 clusters were randomised using community-randomisation. The clusters were stratified into either rural (18) or urban (6) . In each stratum, they were randomly allocated to the intervention (peer counselling for exclusive breastfeeding) or control clusters. The intervention was subsequently set up in the twelve allocated clusters, nine rural and three urban. Two of the three urban clusters comprised densely populated settlement areas of Mbale Municipality with poor housing and overcrowding. The other twelve clusters acted as controls with no peer counsellors. Being a community-randomised study, all eligible women in a cluster were, by definition, randomised to either intervention or control, depending on where they lived.
In each cluster the study team used the (female) leader in charge of women and child affairs to identify pregnant women for possible recruitment into the study. They were referred to as "recruiters" for the study. On identifying a pregnant woman, the recruiter reported to the study office, which then made arrangements for a research assistant to visit the identified woman. The aim of this initial visit was to explain the purpose of the study, obtain written informed consent and to check eligibility. In the control clusters a total of six women declined participation in the PROMISE-EBF study. Eligible women were recruited into the study when they were about seven months pregnant or within the first week after delivery. To be eligible a woman had to be pregnant with no intentions of leaving the study area for at least two years and had to be planning to breastfeed the baby. This paper. used both qualitative and quantitative data collection methods, an approach dubbed 'mixed methods' design and increasingly being used in health and behavioural research [32, 33] . Women were interviewed after completion of the peer counsellors' visit schedules regarding their experiences with the different aspects of peer counselling. Interviews were semi-structured, using both open-ended and closed-ended questions.
The peer counselling intervention
Twelve women, one from each cluster and resident in the intervention clusters, were selected as peer counsellors by village meetings with guidance from the study team. They were trained for six days using the WHO breastfeeding counselling course, modified to suit the peer counsellors' level of education. They were aged between 25 and 40 years and all except one had previous breastfeeding experience. The selection, training and follow-up of these peer counsellors and their characteristics have been described previously [34] .
The intervention involved peer counsellors visiting the identified women in their own homes and having oneto-one sessions in which different aspects of breastfeeding were discussed. The women were however allowed to invite their husbands, mothers-in-law or mothers to participate in the sessions if they so wished. Each woman was scheduled to receive a minimum of five visits as follows: during pregnancy at around seven months and during weeks one, four, seven and ten following childbirth. However, if a woman needed extra visits for any reason, the peer counsellor was free to follow up and record them as extra visits. Two supervisors regularly supervised the peer counsellors.
Subjects
Of the 450 women recruited for the peer counselling intervention, 376 were approached for "exit" interviews after the completion of the peer support and the data collection for the main outcome (Figure 1 ). The remaining 74 were not interviewed because of relocation out of the study area, infant death, stillbirths, miscarriages, or maternal deaths. Out of the 376 approached, five reported that they were not visited by the peer counsellors so the interviews could not be completed, while one declined to complete the interview. A total of 370 interviews were conducted (Figure 1 ).
Exit interviews
When the planned peer counsellor visits were completed, each woman was interviewed. The women's experience with the peer counselling process as well as some specific aspects such as the adequacy of time spent with the peer counsellor and usefulness of visits were assessed. This was done using a semi-structured Most of the interviews were conducted by a research assistant who was fluent in the commonly used local language, and the corresponding author observed the process and the women's non-verbal responses during some of the interviews. The research assistant was first trained in the study procedures regarding these interviews and was supervised by the corresponding author. The corresponding author also conducted some interviews assisted by an interpreter. This interaction helped to contextualise the women's responses and proved helpful during the process of coding the semi-structured responses.
The interviews were conducted at the mothers' homes. For logistical reasons they were not done at the same point in time after childbirth for all the participating women, but were done between 10 and 24 weeks following childbirth. Women were approached for interviews soon after completing the peer counsellor visit schedule. If a woman was not found at home for any reason, the research assistant kept going back until she found the woman or confirmed that the woman would not return within the study period. The interviews were conducted between August 2006 and April 2008.
Ethical considerations
Permission to conduct the study was granted by Makerere University College of Health Sciences and by the Uganda National Council for Science and Technology. Written informed consent from the mothers was obtained in Lumasaba, the commonly used local language in the study area. The study used numbers for identification of participants and the responses of the women were kept confidential.
Data management and statistical analysis
Responses to open-ended questions were post-coded by the research team. The coding of the women's responses to the semi-structured questions was done by four members of the study team throughout the study period. At each of the coding session, a questionnaire was picked by one team member, identified by its unique number which was recorded by each of the team members in their coding booklets. The member then read out the responses to the semi-structured questions without referring to the background information of the woman. Each member of the coding team contributed ideas they picked from the response and these were discussed and agreed on by the team. The team gave each idea a code and it was recorded in each member's booklet. In case of not understanding the read out response, the same response was read out by a different team member and consensus was reached by all members on whether all ideas in the response had been captured. Similar ideas were grouped together and themes emerging from these were identified. The team discussed these ideas and reached consensus about the emerging experiences of the women toward the different aspects of the peer counselling process. Themes that were dissimilar were resolved by consensus.
The women's experiences relating to the different aspects of peer counselling were categorised under the following pre-defined themes: satisfaction with explanations by peer counsellors, usefulness of visits by peer counsellor, interaction of peer counsellor with the women and women's suggestions regarding future peer counselling. Some sub-themes that emerged during the process -for example, taking time and not being in a hurry, and peer as teacher -are presented under the main themes. Selections of the mothers' responses to some questions are presented as verbatim quotations in this paper. The first author was a member of the coding team but the other members of the team were not actively involved in supervision of the peer counselling intervention.
The quantitative data from the interviews were entered using EpiData 3.1.software and were analysed using SPSS software, Version 15.
The women were asked to rate their satisfaction regarding the different aspects of the peer counselling process using a Likert-type, four or five point scale (1 -strongly disagree to 5 -strongly agree). The five items used for the scale were: time spent with peer counsellor, mother's satisfaction with peer counsellor's explanations, usefulness of visits to the mother, whether the mother felt free to talk to the peer counsellor and whether the mother felt that she was given a chance to ask questions. The 'time spent with peer counsellor' and 'mother given chance to ask questions' items had four scale points, each corresponding to the four alternatives given to the mother during the interview. The remaining three items had five points each, making a total of 23 points on the scale for the five items. An overall satisfaction score was generated from the responses using this combined score. A score of 70% or above was taken as overall satisfaction with the peer counselling. This corresponded to a woman scoring a total of 16 points on the five items and was used as the cut-off between satisfied and not satisfied with peer counselling overall. Overall satisfaction was the main outcome of this substudy. The rest of the questions assessing other aspects of the peer counselling were analysed individually.
Categorical data were analysed using the Chi square test or Fischer's exact test for association between the women's characteristics and their satisfaction with the peer counselling. Continuous variables were summarised as means. The results obtained from analysis of the quantitative and qualitative data are presented together.
Results
Socio-demographic characteristics of the study women
The 370 women were aged 15 to 46 years with a mean age (SD) of 26 (6) years. The rest of the demographic characteristics of the mothers and their feelings about different aspects of peer support are summarised in Table 1 . There was no significant association between the women's socio-demographic characteristics and their satisfaction with peer support except their education status ( Table 1 ). The women who had completed primary or above were more likely to express satisfaction with peer support than those with incomplete primary or no education ( Table 1 ). The number of women in each cluster ranged from 24 to 39 with an average of 31.
Overall, the women (71%) were satisfied with the peer counselling they received (Table 1 ). More than 95% expressed satisfaction regarding the following aspects: usefulness of the visits, having learnt something new about breastfeeding, having felt free to discuss with the peer counsellor during visits and having felt respected by the peer counsellor during visits (Table 1) . Almost all the women (99%) said they would welcome a peer counsellor again for the next pregnancy or recommend one for a friend (Table 1) . Regarding the women's feelings about being given the opportunity to ask questions during visits, 72% felt the peer counsellor had given them enough opportunity to ask while 77% felt the peer counsellor spent enough time with them at each visit ( Table  1) .
Number of peer counsellor visits and satisfaction
The number of visits received from the peer counsellors as reported by the mothers ranged from one to about 20 with a mean of five and a median of five. More than half the women (57.3%) reported having received five or more visits from the peer counsellor, while five women reported that they were not visited at all (Figure 1 ).
The number of visits the women received from the peer counsellor showed a significant association with their satisfaction with the peer counselling on univariate analysis. The women who received five or more visits were more likely to give positive responses regarding their satisfaction with the different aspects of peer counselling and were more likely to show overall satisfaction (Table 1) .
Spending enough time
The majority of the women (77%) said that they felt the peer counsellor had spent enough time with them during the visits ( Table 1 ). The most commonly cited reasons were that the peer counsellor taught them a lot about breastfeeding, took time to explain and repeated whatever was not understood. In addition, the peer counsellor reportedly gave the women an opportunity to ask questions and asked them questions to check their understanding ( Table 2) .
Some of the women emphasised that the peer counsellors did not show that they were in a hurry to leave. Taking time with a mother and not appearing to be in a hurry during the visits was repeatedly echoed by the women as a way of describing enough time. A 20-yearold mother of one child said:
"...when the peer counsellor comes we talk about everything till we finish. She would not be in a hurry. She would teach me and I understood".
Some women related "enough time" to the number of hours spent. A 16-year-old first time mother said:
"...she could come at around four in the afternoon and leave at six o'clock, all the while teaching me how to breastfeed my baby and what I am to eat when breastfeeding".
Some women referred to being able to ask the peer counsellor questions in case they had not understood. A 28-year-old mother of four children said:
"...she would take long explaining to me about breastfeeding and I could also ask her a question when I had not understood and she repeated for me".
However, a few women reported that they were not satisfied with the time spent by the peer counsellor: the peer counsellor was in a hurry to leave and spent a short time, the peer counsellor visited at a time when the woman was busy with her household chores, and the woman learned very few things from the peer counsellor (Table 2) .
Some women emphasised the timing of the visit and were concerned that the peer counsellors turned up at a time that was not convenient. A 29-year-old mother of five children said:
"...sometimes the peer counsellor would come late or around lunch time when I would be trying to prepare lunch and we could not have much time together".
Providing relevant knowledge and explanations
The large majority of the women (90%) were satisfied with the peer counsellors' explanations regarding exclusive breastfeeding (Table 1) . They gave various reasons for their responses. The main ones were that the peer counsellor explained the importance of exclusive breastfeeding up to six months in such a way that they were able to understand and could remember. They also said the peer counsellor showed them how to assist their babies to latch on to the breast properly and gave them advice about breastfeeding that they perceived as relevant in their situation. They were satisfied with the n (%)* n (%)* n (%)* n (%)* n (%)* n (%)* n (%)* n (%)* n (%)* n (%)* n (%)* knowledge and skills they acquired from the peer counsellors, and because the knowledge was given in a form and a language familiar to them, they were able to scrutinise it and decide whether it was reasonable. Many women viewed the peer counsellor as a "teacher" who taught them a lot about breastfeeding and helped them to understand. A 34-year-old mother of three children observed:
"...I could understand what she taught me. She taught me how to breastfeed my baby, not to give any water or anything else after birth but breastfeed only; with other children I used to give some other things before my breast but when she taught me, I changed my practice and I did not give my baby anything except the breast".
Some women even related the well-being of their babies to the way the peer counsellors had explained about exclusive breastfeeding: An 18-year-old mother of two children said:
"...I understood what the peer counsellor was teaching me and because I practised what she taught me, my baby has never fallen sick".
Despite having breastfed their earlier babies, many said they had never before learned how to hold their babies properly during breastfeeding. A 35-year-old mother of five children said:
"...She (peer counsellor) taught me how to position my baby on the breast, how to put my baby on breast so that all the black part of the breast is in the mouth and when I did it my baby has been breastfeeding and growing well".
Other women emphasised that with the help of the peer counsellors they had been able to change their breastfeeding practices for the better. A 28-year-old mother of five children said:
"...Before the peer counsellor taught me, I used to give my babies porridge before one month but this time I did not give porridge early".
The pressure to give water or other supplements could be hard to resist and some women felt empowered by the visits to take a firm stand on practising what they had learned from the peer counsellor. An 18-year-old mother of two children observed:
"...she (peer counsellor) told me that when I give birth I should give my baby the breast not water though someone I went with to the health unit wanted me to give water but I refused".
Some women, however, reported that they were not satisfied with the information and explanations provided by the peer counsellors as they felt those explanations were inadequate. Others related their dissatisfaction to the number of visits being inadequate. A 32-year-old mother of seven children explained:
"...she came here few times and even what she taught was not much, and sometimes she would come here when I was not at home".
Also, some women explained that their own state of mind made them less receptive to the peer counsellors' teachings. Some had social problems and were too preoccupied with those to listen to the peer counsellors. A 25-year-old mother of two children simply said:
"...I was stressed as I had many problems disturbing me. I could not pay a lot of attention to the peer counsellor".
A useful service
Almost all the women (97%) felt that the peer counselling visits were useful ( Table 1 ). The women gave a variety of reasons, the main ones being: the baby benefited from the peer counsellor's teaching, the woman acquired knowledge about breastfeeding, and she managed to breastfeed exclusively for six months and learned to position her baby properly on the breast. In addition to these benefits, some women said that by breastfeeding exclusively, they saved money that would have been spent on buying cow's milk and sugar.
Some women viewed the usefulness of the peer counsellor visits by referring to the benefits they got themselves. A 35-year-old mother of six children observed:
"...the peer counsellor taught me during pregnancy and she came back after delivery when my breasts were very full, painful, and swollen, and then she helped me to express some breast milk and I felt relieved".
Some women who were having their first breastfeeding experience felt the peer counsellor's visits helped them to cope with a new experience. A 20-year-old mother of one child said: "...the peer counsellor showed me how to put my baby on my breast properly and since it was the first experience for me, it was useful".
The few women who felt the visits were not useful gave reasons such as: a feeling that she was taught nothing, what she was taught was useless, and her baby was not being satisfied with breast milk alone.
More than half the women (56%) felt there was nothing they wanted to know about breastfeeding that the peer counsellor did not tell them. For the 44% who felt their needs were not met by the peer counsellors, their reasons were further explored. They wanted the peer counsellors to discuss additional issues such as complementary feeding and family planning, which were not part of the peer counselling scheme.
Interaction between peers
Almost all the women (95%) felt they were able to interact freely with their peer counsellors ( Table 1 ). The good interaction was linked to the approach to the women, being a woman, being familiar and "sitting with" the women during visits, and the content of messages given (Table 3) . A 24-year-old mother of four children said:
"...I knew that she had the knowledge and in case of any problem she could assist me so I didn't see the reason why I should fear her", while a 26-year-old mother of three children said: "...she would sit with me and we talked for long about breastfeeding my baby".
The women were able to identify with the peer counsellors and they felt this explained why they felt free with them during visits. An 18-year-old mother of one child said:
"I was free with her because she was a mother like me".
The husbands also influenced how free the women felt to discuss with the peer counsellors.
A 42-year-old mother of eight children said: "...I first informed my husband about it and he allowed me to join the study and I was eager to learn".
On the other hand, the few women who said they did not feel free with the peer counsellor felt she was too old to be a peer to them or was simply a stranger (Table 3) .
Almost all the women (99%) said the peer counsellor showed them enough respect (Table 1 ) by talking to them nicely and politely, asking them for permission before talking to them, going to their homes and answering their questions patiently, greeting them first, addressing them politely -for example calling them "mayi" (mother) -and thanking them for agreeing to talk to her. Other reasons were: knocking on the door and waiting to be allowed inside the house and allowing the woman to complete whatever tasks she was engaged in before discussing with her (Table 4) . Most of the reasons given by the women alluded to the approach of the peer counsellor and how she presented herself to the women during visits.
The women were asked how they felt about the whole process of being visited by peer counsellors. The main responses revolved around having acquired knowledge, having been encouraged by the usefulness of the counselling, and their baby having benefited from the whole exercise. The less frequently mentioned reasons included being happy to be taught at home for free and even getting other forms of support such as financial assistance from the peer counsellor.
On the other hand, some women had negative feelings, such as the peer counsellor not giving them enough information about how to take care of their babies, and not understanding most of the things that were taught. One woman felt she was given only one visit, which was not enough, and two women had excessively crying babies, which they attributed to not being satisfied with the breast milk alone.
Future peer counselling
Almost all the women (98%) would welcome a peer counsellor for their next lactation. The main reasons they gave for this were a desire to learn more about Table 3 Feeling free to discuss with peer counsellor (n = 370, multiple responses allowed for each woman)
Reasons why mother felt free to discuss with peer counsellor* n % I wanted to learn more from the peer counsellor 117 32
The peer counsellor was known to me as we live in the same village 76 21
She brought us good and important information for children 64 17
She was friendly with a good approach 50 14
She is a fellow woman and a mother 26 7 She found me at home 12 3
The peer counsellor used to visit me when I had no work 12 3
She was a visitor in my home 11 3 She was patient with me 10 3
I asked her questions 7 2
Peer counsellor sat with me 6 2
Others 21 6
Reasons for not feeling free
Peer counsellor was new to me 4 1
She was older than me 4 1 I had little time for the peer counsellor 4 1 I was half attentive to her because I had problems 1 0.3 *The reasons are not equal to the number of women interviewed because some women gave more than one reason while others gave none.
feeding their babies as the peer counsellor might come back with new ideas and that peer counsellors' teaching was important for children's lives, while some felt they needed reminding in case they forgot what they had been taught. Some referred to the peer counsellor's attributes of teaching well and having a good approach. A minority of women, who felt they would not need a peer counsellor for their next lactation, said they had already learned enough about breastfeeding. Almost all the women said they would recommend a peer counsellor for their friend, and gave the following main reasons: wanting their friend to learn how to feed babies and for their friend to have healthy babies as a result of the peer counselling. However, one woman said the peer counsellor had become her friend and she did not want to lose her friendship. One woman felt that she had learned enough from the peer counsellor to act as a peer counsellor herself. She said she would not refer her friend to a peer counsellor, but would instead first counsel her and only refer her if she met difficulties she could not handle.
Most of the women (71%) considered the peer counsellor the best category of person for helping women with breastfeeding, while 16% preferred a health worker. The main reasons given by the women for preferring a peer counsellor included her being friendly with a good approach while visiting them, having been trained and with good ideas, and the fact that no one had provided teaching before the peer counsellor (Table 5) . Those who preferred a health worker attributed their preference to the health worker being trained and experienced in health matters (Table 5) .
Discussion
In this study we evaluated women's experiences of peer counselling for exclusive breastfeeding. The vast majority of women were very positive about peer counselling. The few who expressed negative feelings did not discredit peer counselling as such, but rather were dissatisfied with specific aspects of the counselling they received, for example having received too few visits or inadequate information.
The women who had received at least the stipulated five visits were more satisfied with the peer counselling. Most of the women expressed general satisfaction with the time the peer counsellor spent with them and Table 4 Mothers feeling respected by peer counsellor (n = 370, more than one response allowed for each woman)
Reasons why mother felt she was given respect n % Peer counsellor talked to me nicely and politely 141 38
She first asked my permission before talking to me 90 24
She came to my home as a visitor 70 19
She was patient and answered my questions 38 10
She would greet me and greet my husband 22 6 She called me "mayi" (=mother) 19 5 She would thank me for allowing me to talk to her 17 5 She knocked on my door and waited humbly 13 4 She would let me finish whatever I was doing before we talk 12 3
She sat next to me 12 3
She is good and well behaved in the community 11 3
She does not minimise me 10 3
She would take the seat I offered her 10 3
Others 47 13
Reasons why mother felt she was not given respect
Because I wasn't the same age as her 1 0.3 *The reasons are not equal to the number of women interviewed because some women gave more than one reason while others gave none Table 5 Preference of mothers regarding peer counselling (n = 370, more than one response allowed for each woman)
Reasons for preferring peer counsellor n % She is friendly, handles us well, asks for my consent before teaching me and is known to us 137 37
Nobody else has been doing it apart from peer counsellor 61 17
She is trained, has good ideas and I believe what she teaches 57 15
She lives in our community and is easily accessible for assistance 53 14
She comes to my home 32 9 She is respectful and accommodative despite your status 11 3
Others 2 1
Reasons for preferring others
The health worker is trained and has more knowledge/experience 49 13
Friend is near us, emphasise breastfeeding and love children 7 2
Traditional birth attendants have been trained and they know something about delivery and breastfeeding 8 2
Grandmothers have experience since they have given birth and are older than us 6 2
Others 22 6
*The total number of reasons is not equal to the number of women interviewed because some women gave more than one reason while others gave none considered the visits useful. They felt they were able to interact freely with the peer counsellors. The women identified needs that were not met by the peer counsellors as mainly knowledge about complementary feeding and family planning, which had not been specifically targeted by the intervention. Exploring satisfaction with care often presents methodological challenges. When and where the evaluation is undertaken may influence client response and some may give socially desirable answers. Using more than one interviewer may introduce some inter-observer errors. In this round of exit interviews we tried to minimise this type of bias by training the research assistant who carried out the interviews and stressing the importance of recording the women's responses to questions verbatim. The research assistant explained to the mothers the importance of ascertaining their true feelings about the peer counselling as it would help to improve it in the future. JN was assisted during the interviews with the women by an interpreter who was not part of the intervention team. The responses to the open-ended questions were coded by a team that included members not directly involved in the intervention.
The time between the peer counsellor visits and the interviews was different for the different mothers, and long periods between peer counselling and interviews may have introduced recall bias. In an effort to minimise this bias, the interviews were conducted soon after the women completed the peer counsellor schedule. Where the woman was not found at home, the research assistant kept returning to the home for the interview until she was found or confirmed as lost to follow-up. In this study the mothers received multiple visits from the peer counsellors and this could stimulate them to remember more than if they were visited only once. Using both open-ended and closed-ended questions could have helped stimulate the women to remember more about their experiences with the peer counsellors. A large number of women participated in these interviews and this increased the chances of establishing a more realistic picture of the participating women's experiences.
A number of factors may have influenced the women's positive experiences with the peer counselling intervention. The time the women spent with the peer counsellors could be viewed in terms of the number of visits each one received as well as the quality of the visits. The women who received more visits expressed greater satisfaction with the different aspects of the peer counselling. It is possible that with more visits the rapport between the peer counsellor and the woman improved, giving the woman the opportunity to learn more and ask for clarification of any unclear messages. A similar finding was previously reported in Toronto, Canada, where the total number of contacts between the peer volunteer and the women, as well as the length of the peer volunteer relationship, correlated with the mothers' evaluation of their peer support experience [29] .
Furthermore, the peer counsellor's attitude during each visit could have influenced the woman's experience. This may be especially true if the peer counsellor showed the woman that she had time to discuss with her and address all her concerns. A peer counsellor who seems to be in a hurry may make a woman feel less free to discuss her issues and ask questions. The woman might feel she was burdening the counsellor by asking questions. This may lead to the woman feeling she was not given enough time by the peer counsellor. In this study, many women reported that the peer counsellor took time with them and did not appear to be in a hurry and this could have been responsible for the women's positive attitudes.
It is noteworthy, however, that the issue of "enough time" may be relative as it may be influenced by a woman's understanding of the issue under discussion. One who understands well an issue she wants to discuss might consider the time spent as "enough" simply because her concerns have been addressed to her satisfaction. Furthermore, the cultural context of the study needs to be understood. Since visitors to a home are treated well, the women could have felt obliged to say positive things about the peer counsellors whom they treated as visitors to their homes.
The women generally felt that the peer counsellor visits were useful to them. Some even felt that peer counselling had empowered them to make decisions about how to feed their babies since they now had the knowledge. This is important, as it implies that peer counsellors have to be well prepared through training in order to help the women feel empowered to make decisions about feeding their infants. The benefit to the babies from the visits was echoed by many women and this could have influenced how the women felt towards the intervention. Similar findings have been reported in high-income countries [22, 23, 35] and in Asia [16] where women expressed a feeling of being empowered to breastfeed their babies.
There were a number of components to the interaction between the peer counsellors and women, such as time spent and social aspects of the relationship. Women highlighted issues of trust, identifying with the peer counsellors, as factors that may have facilitated free discussion and better understanding. The approach of the peer counsellors was highlighted as important as they were able to sit with the women and discuss breastfeeding issues as equals. This reiterates what was reported in the United Kingdom, where support workers had time to sit with the women and observe them, an action that was valued by the women [30] . This further highlights the concept of "peer" to these women and how peer counselling is appreciated by them depending on how it is packaged. It may be important to consider who appropriate peers in different communities are. The importance of the social aspects of peer counselling that are highlighted in the current study was noted in earlier studies [30] . In Bangladesh, certain attributes of the peer counsellors, such as their occupation or trade, made them more acceptable to the mothers [36] .
The issue of the women feeling respected by the peer counsellors is important as it may affect the success of the intervention. Showing respect is very much about general politeness as defined in a certain cultural setting. In this study setting, going to someone's home may reflect acceptance on the part of the visitor, so the women could have considered the peer counsellor visits as a sign of being accepted by them. This may have influenced how the women received the messages brought by the peer counsellors. However, as much as visitors are valued and respected, they are also expected to show respect to their hosts. The issue of age seems to be related to respect as the woman who felt she was not respected by the peer counsellor attributed it to the age difference between them. Older women may not respect the views of younger ones, or younger women might just feel that older ones do not respect their opinions. This is rooted in most cultures where increasing age is believed to be associated with more wisdom and older persons expect to be respected because of their age. This may be an important aspect to consider when identifying appropriate peers to allow free interaction with the women.
More than half the women felt there was nothing they missed learning from the peer counsellors, a finding similar to that reported in Toronto, Canada, where most mothers felt there was nothing they would have wanted the peer counsellor to do differently [29] . However, the women who had needs that the peer counselling did not meet identified complementary feeding and family planning as areas about which they wished to learn more. This is not surprising as the current intervention focused mainly on exclusive breastfeeding for the first six months of life, but the women were concerned about what to feed their babies after the age of six months and how to gain control over their fertility. This highlights the importance of planning a complete infant feeding package that covers exclusive breastfeeding, complementary feeding and possibly mothers' health. If the scope of their counselling activities is widened, the challenge will be how much information the peer counsellors can handle in the short training period in order to be able to provide adequate explanations to the women. This finding also supports the argument for integrating breastfeeding promotion into wider child and maternal health interventions, an approach that has been well discussed in an earlier publication [37] .
The women generally had positive feelings about the peer counselling process. Acquisition of knowledge and benefits to the baby were highlighted by the women as important explanations for their positive responses. This is similar to previous reports in which women appreciated peer counsellors' support towards successful exclusive breastfeeding [16, 23, 28] . The women who expressed negative feelings about the intervention voiced concerns about having received insufficient information about breastfeeding or having received few visits, rather than being generally negative. Their concern seemed to be related to how the peer counselling was presented to them rather than not wanting peer counselling at all, and their comments could be used to improve the intervention. Similar sentiments were expressed by some Bangladeshi women, who complained that though some peer counsellors could deliver the messages about breastfeeding, they could not give them adequate explanations, hence leaving them unconvinced [36] .
One of the less frequently given reasons for having positive feelings towards the peer counselling process was women having received some form of financial assistance from the peer counsellor. This was a rarely practised gesture by the peer counsellors and was not encouraged by the study team. That notwithstanding, there were reported instances where a peer counsellor encountered a desperate situation during a visit where a young mother had been abandoned by her husband with no support and she felt compelled to give some money to buy soap for washing the baby's clothes. Such instances highlight some of the dilemmas faced by the peer counsellors as they visited the women to help them with breastfeeding.
Almost all the women expressed a desire to have a peer counsellor for their next pregnancy and felt they would recommend a peer counsellor for a friend. The positive effect they felt the peer counselling for breastfeeding had on their babies' health might have influenced this. Similar sentiments were expressed by mothers in Canada, where 85% of the supported women stated they would have a peer volunteer again and suggested that every new mother should be offered peer counselling [29] .
Most of the supported women preferred a peer counsellor to a health worker. The reasons they gave for this preference were related to the peer counsellor's good approach to them during visits and the fact that nobody had helped them with breastfeeding before. Similar findings were reported in earlier studies, where supported women favoured a peer counsellor, who they considered to have helped them more than any other people they knew [35] and to have been their most important source of infant feeding advice [22] . The issues of familiarity, availability and living in the same community and hence easy accessibility are important points raised by the women, and could be considered in future planning of similar interventions. However, for those who preferred a health worker, their concern was mainly the conviction that the health workers were well trained for the job.
Conclusion
The majority of the women were positive towards the process of peer counselling. They were highly appreciative of the individual peer counselling approach for support of exclusive breastfeeding, so this approach could prove useful in promoting and demystifying exclusive breastfeeding in similar settings where it is rarely practised.
